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limbs and the urine was normal. The young man was very
thin.
The history was a very remarkable one even for a long-

standing case of tuberculous disease of the peritoneum. His
mother told us that when he was 12 years of age she noticed
that the lower part of his chest was abnormally large. When
he was 14 or 15 years of age he fell from a horse but he did not
remember that he specially struck his abdomen nor had he
pain in it until the next day. He then went to the Bristol

Royal Infirmary for abdominal pain and was admitted under
Dr. A. B. Prowse, who has been kind enough to look up
the record of his case, and informs me that the lad was an

in-patient under him for two months, and that he thought
the condition was one of’ chronic tuberculous peritonitis.
His mother also told us that his abdomen had very much
increased in size since then, but, as I have already told
you, it seemed to cause him very little inconvenience. He
had no vomiting or troublesome constipation.

t I opened the abdomen on Feb. 20th by an incision between
the umbilicus and the pubes and evacuated a little clear straw-
coloured ascitic fluid, and it was evident that the abdomen
was occupied by an enormous cystic tumour, which was
retro-peritoneal. It had raised the peritoneum on the right
side up to the anterior superior spine, and the csecum and
ascending colon had disappeared from the right side of the
abdomen. Passing obliquely downwards on the cyst from
left to right was a coil of large bowel and all the small
intestines seemed to hang off the left side and lower margin
of the cyst. The tumour did not reach down into the pelvis.
Although it was retro-peritoneal on the right side and had
extensively stripped up the peritoneum on the right side it
had not done so on the left and it projected to this side
much as a pedunculated ovarian cyst would do. At this

stage of the operation I thought, from its relation to the
intestines and the way it had stripped up the peritoneum
from the right side of the abdomen, it might turn out
to be a hydronephrosis. I selected a part of the cyst
under my incision, just beneath the spread out colon,
and after packing around with gauze divided the peri-
toneum and then the cyst wall (which was fairly vascular)
and evacuated a large quantity of almost black turbid
fluid with a great quantity of very soft material, like

very old and pirtly decolourised clot. I could then
feel another cyst bulging into the one I had evacuated and
I ruptured the wall of this second cyst with my finger
from within the first cyst, and evacuated from it even a

larger quantity of fluid than from the first. This fluid was
also almost black in colour, but not as turbid as the other,
and no solid material came from this cyst. The evacuation
of the fluid in these cysts, which more than half filled
a pail, had very greatly reduced the abdomen in size,
but a large mass yet remained, and after clamping the
opening in the cyst and washing all cyst contents away from
my hands I passed one of them as far up as I could over
this mass. It occupied the right side of the abdomen and felt
everywhere solid. I could just touch the lower margin of the
liver above it but could reach nothing more in an upward
direction. I felt that the chance of removal of such a
tumour with a successful result was too small to make it

right to attempt it and I therefore stitched the cyst wall to
the abdominal wall and put in a drainage tube. His pulse
was quite good at the end of the operation.
The bilocular character of the cyst seemed to exclude

hydronephrosis and the character of the fluid was very unlike
such a condition. Dr. Dunkley’s examination of the fluid
seemed to negative pancreatic cyst, and the right-sided
position of the cyst was not in favour of this origin either,
though pancreatic cysts do sometimes occupy the right side
of the abdomen. Dr. Dunkley reported that the fluid had a
specific gravity of 1022 ; contained much coagulable;
albumin and a small amount of urea and cholesterine, many
red corpuscles, but few leucocytes, and that egg albumin
was not digested by it.

Unfortunately, the contents of the cyst became septic.
With this profuse discharge it was no doubt very difficult to
prevent this, He got a hectic temperature and became
exhausted, .and died five weeks after the operation. For
some hours before his death he complained of sharp pains
in the upper abdomen.
The photograph which I show you will, I think, give you

a good idea of the size and position of the solid part of the
tumour and its relatim to the descending colon. In the

photograph the abdomen seems to be filled by the large
tumour and the cfecum and ascending colon can be seen
spread out on it, and extending obliquely upwards and to
the left, and the small intestines can be seen crowded ’into
the left corner of the abdomen. In the upper part of the
abdomen, under the costal margin, where it is dark in the
picture, the liver, stomach, and spleen were crowded upwards.
You can just see the lower edge of the liver very faintly. The
liver was much flattened out between the tumour and the

diaphragm. The tumour was wholly retroperitoneal and was
very intimately connected with the right kidney, which was
spread out on it, but the flattened-out renal tissue was easily
recognised ; there was a fair amount of it. The pelvis of
the kidney did not form a cyst, but the ureter was dilated in
parts, apparently from the pressure of the tumour on it.
There was one cyst in the tumour which had not been
drained at the operation. This was somewhat larger than an
orange and contained the same kind of fluid which was
evacuated from the other cysts. The solid part of the tumour,
together with the cyst walls, measured 12 by 14 inches and
weighed 16 pounds. On section, to the naked eye it, re=
sembled an oedematous fibroid. Some recent purulent deposit
was present on the peritoneum in the upper abdomen the
origin of which was obscure. ’

You will see now the explanation of the physical signs
which suggested that the condition was one of ascites from
tuberculous peritonitis. The enormous collection of more

than half a large pail of fluid within the abdomen ’sug-
gested the ascites. The colon fixed on the anterior wall
of the tumour, and just under the abdominal wall, when
empty and contracted, gave rise to the ridge running obliquely
upwards and to the left from the umbilicus, and when distended
with gas could no longer be felt as a ridge but caused the
resonant area. The feeling of something solid here and
there on dipping through this fluid was due to the solid part
of the tumour palpable in certain regions.

Pathological Report un the TtW7IOnT by Dr. DLNKLEY.

Microscopic examination showed the tumour to be a fibro---
myoma. Sections made through the junction between the
kidney and tumour showed no sharp line of demarcation,
the tumour substance appearing to be continuous with the
kidney capsule. The kidney substance close to the junction
showed increase of interstitial tissue and atrophy of the
tubules. The tissue in the region of the junction was very
vascular.

THE ALLEGED DISCOVERY OF SYPHILIS
IN PREHISTORIC EGYPTIANS.

BY G. ELLIOT SMITH, M.A. CANTAB., M.D.,
CH.M. SYD., F.R.S.,

PROFESSOR OF ANATOMY, THE EGYPTAIN GOVERNMENT SCHOOL OF

MEDICINE, CAIRO.

SINCE the publication of my letter under the above heading
in THE LANCET of Dec. 21st, 1907, p. 1788, there has come
to hand a detailed description, illustrated by excellent

photographs, of a case of supposed syphilis in a prehistoric
Egyptian skeleton. 1 The author is my distinguished friend,
Professor Lortet, ancien doyen de la Faculte de Medecine de
Lyon, whose scientific eminence would have entitled his

opinion to great consideration, even if it were not supported,
as it is in this instance, by the membres de la Soci&eacute;t&eacute; de
Medecine, ainsi que ceux de la Societe lU&eacute;c1icale des Hopitaux
de Lyon et 1’Institut de France (Comptes -Rendus de
1,,T,,Istitz,t, ler Juillet, 1907, p. 25)-(op. cit., p. 42). In
these circumstances it seems only reasonable to respond to

the demand which has reached me from various quarters
for somewhat fuller information on this matter than appeared’
to be necessary when I wrote my short letter last December. ’-
Whatever view one takes of the statements regarding the

occurrence of syphilitic lesions in neolithic bones found in
Europe 2 any information that goes to prove that the disease
either did or did not exist in Egypt in ancient times must
have a considerable interest and importance for students of

1 Lortet et C. Gaillard : "La Faune Momifi&eacute;e de l’Ancienne Egypte
et Recherches Anthropologiques," troisi&egrave;me s&eacute;rie, Extrait des Archives
du Mus&eacute;um d’Histoire Naturelle de Lyon, 1907.

2 See Buret, "La Syphilis &agrave; travers les &acirc;ges"&mdash;quoted by Fouquet
(op. cit. infra.), p. 368.
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the history of medicine. In the first place let me summarise
the account given by Professor Lortet (op. cit.). The specimen
on which his observations were made is the skull of a young
Egyptian woman, whose age is estimated at from 20 to 23

years, found in a grave, said to be predynastic, at Roda, near
Luxor, in Upper Egypt. The cranium of this young woman

’’ presents an extremely remarkable osseous affection, the

syphilitic nature of which is undoubted (on. cit., p. 41).
As the excellent illustrations show (Fig. 37, p. 42 ; and
Pl. I.) the left side of the skull (and especially the

parietal bone) has been severely attacked by une ulceration
serpigineuse, irregulierersent circonvolu&eacute;e," which has led
to the disappearance of the external table of the bone ; in
certain places the internal table also has been attacked and
actual perforations have been produced, establishing direct
communications between the exterior and cranial cavity
(p. 41). The edges of these deficiencies are widely bevelled
at the expense of the outer table. In the neighbourhood of
the large lesion there are five or six other patches, I I atteints
d’une necrose semblable ayant donne lieu des perforations
completes du diploe et de la table interne." Other places
again have only just begun to be aSected " par le processus
pathologique " and appear as irregular, whitish spots pre-
- senting a marked contrast to the yellowish colour of the rest
of the cranium et laissant voir une substance osseus plane
encore, mais plus ou moins ruguese." 

" " Ce depoli est du a
1’alteration commengante de la table externe de 1’os 

" 

(p. 41).
After further elaborating the account, the commencement of
which I have reproduced, partly in a literal transla-
tion and partly in the author’s own words, in the above
- sentences, Professor Lortet describes the exact distribution of
the lesions on the skull and the absence of any signs of disease
of the teeth. He laments the fact that the rest of the skeleton,
which might have afforded corroborative evidence, is missing,
but he mentions that the cranium has been submitted to
’’ 1’examen approfondi " of the members of the various
medical societies in Paris and Lyons enumerated already ;
and, finally, he sums up his remarks in the following words :
,11 La syphilis, croyons-nous, devrait etre surtout en cause, et
.cependant, il manque un des caracteres les plus importants
que 1’on peut presque toujours rencontrer sur les lesions
osseuses de cette nature : ce sont les exostoses circonvoisines
...... " Continuing, he adds: "Malgr6 l’absence de ce

’caraotere, les lesions sont si semblables, quant la forme,
. ce que 1’on peut constater dans certains cas de syphilis
inv&eacute;t&eacute;r&eacute;e, que nous ne pouvons nous empecher de croire que
c’est a cette infection sp6cifique, que nous avons affaire sur
ce crane de Roda. Les exostoses n’ont peut-etre pas en le
temps de se produire chez cette jeune femme qui a mourir
rapidement" " (p. 43).

In opposition to the suggestion of Professor Poncet that
the case might be tuberculous disease, Professor Lortet

brings the statement that he has rarely seen tuberculosis in
nummies and adds : I I Mais cependant, pour nous, comme
pour un certain nombre de specialistes qui ont etudie cette
piece c’est la syphilis que 1’on doit incriminer (p. 43).
As I mentioned in my letter to THE LANCET in December

the diagnosis of such lesions in prehistoric Egyptian crania
as syphilis is by no means a novel suggestion. More than
ten years ago Dr. Fouquet gave an account of a series of
similar injuries in predynastic crania obtained in Upper
Egypt. 8 Some of these were definitely admitted to be post-
mortem" irregular serpiginous ulcerations, involving the
external table and the whole thickness of the diploe, which
looks as though it had been gnawed " (p. 365). Further,
he recognised that brown or dark-grey deposits were
found in the floor of such ulcers, resembling the debris of
wood, rrong&eacute; par les vrolletes mb les la1’Ves de longieornes, which
have left behind them both the detritus of the material

gnawed and their own excrement " (p. 365). He also noted
that such injuries usually occurred on the most dependent
parts of the bones, which he explained by the statement that
organic materials prone to fermentation would gravitate
towards these places and impregnate such parts of the
skeleton with their juices when decomposition set in ; in this
way colonies of 

" traivailleurs de la mort " would be attracted
to these dependent parts (op. eit., p. 366).

In the face of this lucid statement and the frank recogni-
tion of the post-mortem nature of some of his series it is

3 J. de Morgan: Recherches sur les Origines de l’&Eacute;gypte, Paris, 1897.
Appendix by Dr. Fouquet : Recherches sur les Cranes.

more than ever a matter for surprise to find that Dr. Fouquet
selects three cases, which to the reader do not seem to differ
from the rest, and without any adequate explanation diagnoses
them as the ante-mortem effects of syphilis (p. 368).
So far as his descriptions and the figures that illustrate
them enable one to pass a judgment on the matter at issue,
all three of these so-called syphilitic lesions seem to fall
into the category of post-mortem damage, the causation of
which has been so graphically pictured in the above quoted
remarks of Dr. Fouquet. That Dr. Fouquet did not mis-
judge the momentous bearing of such a decision on our ideas
of the history of medicine is indicated by the disquisition he
gives (p. 368) of the significance of his discovery. If

anything further were needed to arouse our suspicion of the
diagnosis of these three cases as syphilis it is surely provided
by the succinct description of the distinctive features of the
bony lesions of syphilis written by Professor Gangolphe of
Lyons for Dr. Fouquet’s memoir (op. cit., pp. 366 and 367).
I am aware that Dr. Fouquet regards Professor Gangolphe’s
note as ’’ )M! ? fait en faveur de la nature syp7iilitique des
l&eacute;si(ln8 observ&eacute;es" (p. 366) ; but the unbiased reader would
like to know not only how this note can bear such an inter-
pretation, but also by what process Dr. Fouquet discriminates
between the post-mortem and the ante-mortem members of
his series of cranial ulcers. For neither Dr. Fouquet nor
Professor Lortet admit that there is any sign whatsoever of
inflammatory reaction in the bone around the ulcers. That
this can be explained away by the statement quoted in the
preceding account- the young woman died so rapidly that
there was not time for the exostoses to develop " (Lortet)-
none of the pathologists whom I have consulted on this
matter are ready to admit.
My colleague, Professor A. R. Ferguson, has kindly ex-

plained to me the pathognomonic signs of syphilis in the
collection of diseased bones in the pathological museum of
the Cairo School of Medicine.’ None of these crania, many
of which were affected by violent forms of syphilitic attack,
failed to show very definite evidence of inflammatory
reaction and new bone formation. Nor did any of these
diseased bones present any really close resemblance to the
specimens described by Professor Lortet and Dr. Fouquet.
But I shall leave the appreciation of the distinctive

characters of these so-called ulcers to those who are

competent to express an opinion on them. Moreover, I shall
not deal any further with the specimens described by the
writers whom I have quoted in the above paragraphs. What
I am specially concerned with in this note is to point out
that "ulcers" " presenting the closest resemblance to those
described by Professor Lortet and Dr. Fouquet are of very
frequent occurrence in Egyptian bones of every age when
they are buried actually in contact with the soil, and to
demonstrate by means of evidence that calls for no know-
ledge of pathology for its appreciation the post-mortem
nature of such injuries.

It is now more than six years since I was first able to
satisfy myself as to the real nature of these lesions. At that
time Dr. G. A. Reisner was conducting excavations for the
Hearst Egyptian Expedition of the University of California
at Naga-ed-der in Upper Egypt, when he kindly permitted
me to begin the examination of the anthropological material
which he and his assistants, Mr. Lythgoe and Mr. Mace,
were bringing to light in such vast quantities. Dr. Reisner
called my attention to the worm-eaten bones " and told me
that previous writers had expressed very definite opinions as
to the causation of these injuries. In the case of the cranial
lesions Dr. Fouquet had suggested syphilis as the causal
agent (vide supra) and the injuries to the shafts of long bones
(Fig. 1) had been attributed by Professor Flinders Petrie to

DESCRIP’rION OF ILLUSTRATIONS ON PAGE 523.
FIG. 1.-The shaft of the left radius of a prehistoric Egyptian,

gnawed by beetles so as to open into the medullary cavity.
FIG. 2.-The left side of the cranium of a prehistoric Egyptian. It has

been severely attacked by beetles, whose tracks are seen in the
thinner parts of the layer of soil adhering to the skull. A large cap of
soil has been removed from an ulcer which completely perforated the
cranium. The white spots are shallower excavations made by beetles.
FIG. 3.-The same specimen with the cap of soil (shown in Fig. 4) in

place.
FIG. 4.-The cap of soil removed from the skull shown in Figs. 2

and 3 and reversed to qhow the openings of three small beetles’ burrows
on its inner side. Slightly enlarged.

4 I have also had the advantage of seeing the photographs of thespecimens from which these figures were drawn.
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Far. 4.

FIG. 3.
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human beings addicted to cannibalism, who had gnawed the
bones so as to get at the marrow in the medullary cavities.
Dr. Reisner suspected the inaccuracy of both explanations
for several reasons, one of which was that he had already
noticed the partiality of these lesions for the under surfaces
of the bones as they happened to lie in the ground.
Forewarned by the knowledge of these facts from the com-

mencement of my field work I have kept particular note of
the circumstances under which these so-called syphilitic
lesions occur. During the last six years I have seen a very
large number of such " ulcers," both in the skull and in the
other bones of the skeleton. The first example that came
under my notice at Naga-ed-der is shown in Figs. 2 and 3.
This case was submitted to a thorough examination and the
- causal agent was demonstrated beyond any possibility of
doubt; in the light of the knowledge thus gained I
have had no difficulty in recognising damage pro-
duced in the same way in many scores of cases in
the course of my field work and can certainly identify
the lesions so admirably represented in Professor Lortet’s
photographs (op. cit. supra, Fig. 37, p. 42, and Pl. I.) as
perfectly characteristic examples of the same thing. In the
vast majority of cases these injuries occur on that side of
the bone that happens to be undermost and especially on those
parts which are pressed tightly against the soil. Thus, in
the case of prehistoric people buried lying on the left side
the ulcers " are most commonly found on or near the left
parietal eminence and the left malar bone (compare Lortet’s
case). At other periods the body was often placed in the
soil lying on the right side or flat on the back ; in such cases
the lesions occur on the right side of the skull or on the

- occipital bone respectively. If the bones have been disturbed

by ancient plunderers and the skull comes to lie face down-
wards it is the frontal bone and face that will be attacked

(compare Fouquet’s typical case). Sometimes the upper
surface of a bone or skull may be attacked, but in such cases
the damage as a rule is much slighter and is merely an out-
lying part of the much more severe injury to the under
surface (compare Lortet’s case).
The following list of undoubted facts can bear only one

interpretation-namely, that the injuries were inflicted after
’death. These " ulcers " are found only in the case of bones
that are in contact with the soil. Bodies buried in rock-cut
tombs or in coffins are exempt from such injuries. More-

over, a white powder, consisting of pulverised bone, is often
sprinkled over the damaged part and the adjoining soil ;
in many cases this is so obviously fresh that its age cannot
be more than a few months, whereas the bones had been in
the soil for thousands of years.
When such a mutilated bone is removed from the soil the

burrows of small animals (Fig. 4) can always be seen leading
to the "ulcer." Fragments of the soil from the walls of
these burrows and also that taken from the damaged sur-
faces of bones were examined by my colleague, Professor
Looss, and found to contain fragments of the elytra of
beetles. The burrows, usually about one millimetre in

diameter, must have been formed by very small beetles,
which also caused the damage to the bones. That this is
no mere inference but a demonstrable fact is shown at once
if the edges of the " ulcers " be examined by means of a lens.
The little grooves produced by the scraping of the beetles are
distinctly visible. Professor Looss suggested the search for this
characteristic feature. As a rule the soil around the "ulcer "

is converted into a hard cake, which firmly adheres to the
bone (Fig. 2). This is no doubt caused by the excretion of
sticky fluids from the beetles’ bodies. Such masses usually
form a cap over each hole produced by beetles in bone, and
if such a cap be removed (Figs. 3 and 4) it will be found to
be riddled with the burrows of the insects, which have
caused the damage to the bone (Fig. 4). The white spots
and the areas devoid of polish, which Professor Lortet has
- described (vide supra), are merely the results of the earlier
stages of the beetles’ attack on the bone (see Figs. 2 and 3)..

I do not think there can be any doubt whatsoever that the

injuries described by Professor Lortet and Dr. Fouquet as
the results of syphilis were really produced long after death
and burial and that the damage was done by small beetles.

I do not pretend to be competent to discuss the larger
question whether any of the ante-mortem lesions found in
the ancient Egyptian bones in our collection are the results
- of syphilis. But no case has yet been found which com-
petent pathologists are willing to attribute to the action of

the syphilitic virus to the exclusion of all other possible
causal factors. Moreover, among the very large number of
ancient Egyptian skeletons that have come under my notice
during the last seven years I have seen only two cases in
which even the possibility of a syphilitic origin presented
itself. Not a single tooth from an ancient Egyptian cemetery
has been seen to exhibit any trace of the effects of syphilis
or anything even resembling it. We are therefore bound to
admit that, so far as we know at present, syphilis did not
occur in Egypt before the time when intimate communica-
tion with Europe was established.

Cairo. 
_______________

A DIGEST OF EIGHTY-SIX CASES OF EPI-
DEMIC CEREBRO-SPINAL MENINGITIS
ADMITTED TO THE MIDDLE WARD

HOSPITAL, MOTHERWELL,
IN 1907.

BY ERNEST WATT, M.D. GLASG., D.P.H.,
ASSISTANT MEDICAL OFFICER OF HEALTH, COUNTY OF LANARK.

THE following notes give a short account of the sympto-
matology, diagnosis, and treatment of 86 cases of cerebro-
spinal meningitis which I had under supervision in the
Middle Ward Hospital, Motherwell, during 1907, accom-
panied by a brief note on the bacteriology of the cases.
Symptomatology.-The following table shows the more

prominent symptoms and the frequency with which each was
observed :-

The condition most frequently present was rigidity of the
posterior cervical muscles. It was met with in 82 (95 ’ 3
per cent.) of the cases. It occurred in the earliest cases

brought under observation and was present in a marked

degree in 69 cases. In 13 cases this condition was found in

only a slight degree and in four it was absent. Two of these
last were in a deeply comatose condition on admission and
two were convalescent. To elucidate this sign the patient
should be placed in the position of dorsal decubitus ;- with
the hand under the occiput an attempt is made to flex the
head. Should rigidity be present the movement is resisted
and if the attempt to flex the head be persevered in the

patient’s shoulders are raised off the bed and little or no
flexion movement occurs. Similarly, where it is inexpedient
to place the patient on his back the trunk moves across the
bed when flexion of the head is attempted. This rigidity is
volitional and disappears under the influence of a general
anaesthetic ; in several cases also it was not present after the
patient had become comatose, but in two cases in which’the
coma had passed off the rigidity again set in. Only when
the patients were advanced in convalescence did we find the
movements of flexion and extension of the head free.

Vomiting at the onset of illness was present in 70 cases-
a percentage of 81’39. As one must largely trust to the
statements of the patient’s friends the frequency with which
vomiting occurs as an initial symptom must be accepted
with caution, and probably the percentage here given is
too low. 

-1 1 - ’ ‘ ‘ 

In 53 cases there was a definite history of headache. It


